recent research, however, demonstrates that NSSI frequently occurs in individuals who do not meet diagnostic criteria for BPD (Selby et al., 2012; Zanarini et al., 2008) , suggesting that there may be utility in understanding NSSI as its own diagnostic category. Within the last several decades, researchers and clinicians began to call for a set of formal diagnostic criteria for an NSSI psychiatric diagnosis (Muehlenkamp, 2005; Plener & Fegert, 2012; Wilkinson, 2013) , and the most recent edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM 5; American Psychiatric Association, 2013) included criteria for a Non-Suicidal Self-Injury Disorder (NSSID) as a condition for further study (for a summary of proposed diagnostic criteria, see Table   1 ). Shaffer and Jacobson (2009) , in their proposal for inclusion of an NSSI Disorder in DSM 5, argued for the need to distinguish NSSI both from BPD and from suicide; indeed, there is considerable research to support the classification of NSSI as a distinct entity that can occur independently of BPD and suicide, yet carries clinical significance (Glenn & Klonsky, 2013; Muehlenkamp, 2005; Nock et al., 2006) .
While clinicians and researchers report that the proposed criteria are appropriate for assessing self-injury (Lengel & Mullins-Sweatt, 2013) , research on the utility of the criteria themselves are limited. Many researchers have drawn preliminary findings on NSSID from existing datasets, in which only certain proposed criteria happened to be assessed (see, for example, Barrocas et al., 2012; Bracken-Minor & McDevitt-Murphy, 2014; Glenn & Klonsky, 2013; Selby et al., 2012) , while other work published prior to DSM 5 was based on criteria that differed from those ultimately included in DSM 5 (e.g., Zetterqvist et al., 2013) . As a result, literature on the utility of the DSM 5 NSSID criteria is limited.
Since the publication of DSM 5, researchers have begun developing assessment tools for NSSID that appropriately capture all proposed criteria. Washburn, Potthoff, Juzwin, and Styer Downloaded by [73.22.171.194] at 10:03 09 June 2016 (2015) developed the Alexian Brothers Assessment of Self-Injury (ABASI), which includes items keyed to specific DSM 5 NSSID criteria. They demonstrated the measure's reliability and validity in a sample of psychiatric patients receiving treatment for NSSI. While the ABASI is a self-report measure, its utility is limited to psychiatric populations because it does not directly assess criteria E or F (distress, impairment, or diagnostic exclusion criteria), which are instead evaluated through psychiatrists' diagnoses and ratings of overall levels of functioning (2015) . In a Swedish study also involving psychiatric patients, researchers developed a semi-structured interview measure of NSSID (Odelius & Ramklint, 2014) ; while this study provides useful information about the proposed diagnostic criteria in a clinical population, the measure itself requires the use of trained interviewers and is not yet available in English, which limits its utility for many research protocols.
Andover (2014) also developed a self-report measure keyed to DSM 5 NSSID criteria and evaluated its use in a sample of adults drawn from an online survey site. Unfortunately, this measure does not directly assess criteria D or F, and as a result, prevalence estimates for NSSID using the measure may be artificially inflated.
In order to address the lack of a comprehensive self-report measure of NSSID criteria in the literature, the authors developed the Non-Suicidal Self-Injury Disorder Scale (NSSIDS) and tested its psychometric properties in two samples of undergraduate students with a history of NSSI.
In addition to evaluating the measure itself, we also compared individuals who did and did not meet criteria for NSSID on measures of clinical severity, demographics, and NSSI characteristics, to determine whether a diagnosis of NSSID provides useful information above and beyond a documented history of NSSI behavior.
METHODS
Downloaded by [73.22.171.194] at 10:03 09 June 2016
Participants and Procedures
Sample 1 was drawn from a large, public university in western Canada, while sample 2 was drawn from a large, public university in the western United States. Participants were undergraduate students enrolled in Psychology courses, participating in research studies for course credit. All study procedures were conducted in accordance with the universities' research ethics boards.
For sample 1, data were collected as part of a larger study looking at NSSI, and as a result participants with a history of NSSI (as indicated on a pre-participation screening measure) were over-represented in this sample. For sample 2, students were asked to participate in a study on emotion that did not include any prescreening or mention of NSSI; as a result, NSSI characteristics in this sample more closely approximate that of a general undergraduate population. It is likely that these divergent recruitment strategies yielded varying endorsement not only of NSSI in general, but of the NSSID criteria as well. In both samples, only participants reporting at least one instance of NSSI were included in analyses (see below).
Measures Demographics
In both samples, participants completed a self-report measure of basic demographic characteristics, including gender and age.
Depression and Anxiety
Depression and anxiety were assessed via validated self-report measures in both samples.
In sample 1, participants completed the Depression, Anxiety, and Stress Scales, Short Form (DASS-21; Lovibond & Lovibond, 1995b) . This measure provides well-differentiated assessments of depression and anxiety, and has been shown to perform reliably in samples of college students (Lovibond & Lovibond, 1995a) . In sample 2, participants completed the Beck Depression Inventory, 2nd Edition (BDI-II; Beck, Steer, & Brown, 1996) , a self-report measure of depressive symptoms, as well as the Beck Anxiety Inventory (BAI; Beck & Steer, 1990 ), a self-report measure of anxiety symptoms. The BDI and BAI are widely used and reliable measures of depression and anxiety symptoms in adults (Julian, 2011; Wang & Gorenstein, 2013) .
Self-Injury History
In both samples, the Inventory of Statements About Self-Injury (ISAS; Klonsky & Olino, 2008 ) was used to screen for any history of NSSI. On the ISAS, participants report the lifetime frequency of 12 NSSI behaviors, as well as "other" types of NSSI. These NSSI behaviors are listed in Table 2 . In both samples, participants who reported a lifetime NSSI frequency greater than zero on the ISAS were then asked to complete the NSSIDS.
Participants in sample 2 also completed the Deliberate Self-Harm Inventory (DSHI; Gratz, 2001 ), another self-report measure of NSSI methods, as well as other characteristics of NSSI such as age of onset, medical severity, and frequency. This sample's participants further completed the Functional Assessment of Self-Mutilation (FASM; Lloyd, Kelley, & Hope, 1997) , a measure of NSSI methods in the past year. This measure also includes items assessing whether any NSSI required medical attention, and the frequency of NSSI in the past year.
Non-Suicidal Self-Injury Disorder Criteria
The NSSIDS items were written to align as closely as possible to the wording of NSSID criteria in DSM 5. Full text of the items that comprise the NSSIDS can be found in Table 1 . For criterion A, participants reported on two items: the number of days in the past year in which they engaged in NSSI (criterion A -recent), and whether or not they had engaged in NSSI for 5 or more days within a year prior to the last year (criterion A -past). For participants who answered "yes" to the latter item, they were asked for the number of days on which they engaged in NSSI in a previous year; for participants who engaged in NSSI across multiple years, respondents were cued to report the maximum number of days in which they engaged in NSSI in any previous year.
Participants were coded as meeting criterion A (recent) if they reported 5 or more days with NSSI in the past year, and as meeting criterion A (past) if they answered "yes" to having a previous year in which they engaged in 5 or more instances of NSSI.
For criterion B, participants responded to three items using a seven point Likert scale, with anchor points at 1 (never), 4 (half of the time), and 7 (always). These items assessed the use of NSSI to relief negative feelings or thoughts, to cope with interpersonal problems, and to create positive feelings. Participants were coded as meeting threshold for each item if they scored a 4 or higher (half of the time or greater), and were coded as meeting criterion B overall if they met threshold on at least one of the three items.
For criterion C, participants responded to four items using the same Likert scale. These items assessed interpersonal difficulties prior to NSSI, negative feelings or thoughts before NSSI, preoccupation with NSSI prior to self-harm, and thoughts about NSSI when not engaging in it.
Participants were coded as meeting each item if they scored a 4 or higher (half of the time or greater), and were coded as meeting criterion C overall if they met threshold on at least one of the four items. information on their methods of NSSI was available. Participants were coded as meeting criterion D if they endorsed a lifetime history of any method of NSSI other than interfering with wound healing on the ISAS (nail biting is not assessed on the ISAS).
For criterion E, participants responded to four items using the same Likert scale described above. These items assessed whether NSSI causes stress, problems with others, academic/work difficulties, or other types of difficulties. Participants were coded as meeting threshold for each item if they scored a 4 or higher (half of the time or greater), and were coded as meeting criterion E if they reached threshold on at least one of the four items. While it may be difficult for some individuals to accurately report their level of distress or impairment around NSSI, the use of selfreported distress and impairment in this questionnaire is consistent with other self-report measures that assess psychiatric diagnoses, such as the Patient Health Questionnaire (Spitzer, Kroenke, & Williams, 1999) .
For criterion F, participants responded to three items to assess possible rule-outs for NSSID. Participants responded to one item assessing frequency of NSSI while using drugs or alcohol and one item assessing frequency of NSSI while experiencing hallucinations or delusions, both using the same Likert scale described above. Because the NSSID criteria state that a diagnosis is ruled out only if NSSI occurs exclusively during psychosis or substance intoxication, participants were coded as meeting threshold for these two components of criterion F if they provided an answer other than 7 (always) on the Likert scale (e.g., they engage in NSSI at least some of the time while not experiencing psychosis or substance intoxication). Participants also responded to a binary (yes/no) item to indicate whether or not they had been diagnosed with a mental health disorder; if yes, the participant was then prompted to provide the diagnoses they had received.
Participants were coded as meeting this component of criterion F as long as none of the listed diagnoses are exclusions for NSSID (e.g., pervasive developmental disorder, autism spectrum disorder). Participants were only coded as meeting criterion F if they met all three aspects of the criterion (e.g., NSSI not exclusively during substance use, NSSI not exclusively during psychosis, NSSI not due to another disorder).
RESULTS

Sample Characteristics
A total of 164 individuals, all with NSSI histories, participated in the study (sample 1 n = 63, sample 2 n = 101). Participants were, on average, 20 years old and were predominantly female. For full details on sample characteristics, see Table 2 .
Participants varied widely in the extent of their NSSI history. In sample 1, participants reported using a median of 4 methods of NSSI, while in sample 2, a median of 2 methods of NSSI was reported. The greater number of methods of NSSI in sample 1 is consistent with that sample being screened into a study specifically regarding NSSI, compared to sample 2, where participants were not screened for an NSSI history. The most common method of NSSI reported in sample 1 was banging (62%), followed by pinching (54%), cutting (51%) and interference with wound healing (51%). The most common methods of NSSI in sample 2 were cutting (38%), followed by hair pulling (29%) and pinching (27%). All twelve methods of NSSI assessed were reported by at least 1 participant in each sample.
Frequency of Endorsement of NSSID Disorder Criteria
For criterion A, 50% of sample 1 and 18% of sample 2 met threshold for current NSSI, while 56% of sample 1 and 24% of sample 2 met criterion A threshold for past NSSI. In total, 65% For criterion B, participants were most likely to endorse using NSSI to obtain relief from negative feelings or thoughts (sample 1: 78%; sample 2: 30%), while the least common criterion B item was the use of NSSI to create a positive feeling (sample 1: 32%; sample 2: 9%). In total, 83% of sample 1 and 35% of sample 2 met threshold for criterion B. For criterion C, participants most frequently reported NSSI occurring following negative feelings or thoughts (sample 1: 88%; sample 2: 40%). The least common item of criterion C was thoughts about NSSI when not engaging in the behaviors (sample 1: 33%; sample 2: 14%). Overall, 90% of sample 1 and 43% sample 2 met threshold for criterion C.
For criterion D, participants reported on their methods of NSSI on the ISAS, including interference with wound healing. Two participants in sample 1 and 7 participants in sample 2 reported interference with wound healing as their only method of NSSI. Therefore, 99% of sample 1 and 93% of sample 2 met criterion D for NSSID.
For criterion E, distress and impairment related to NSSI was less common than other NSSID criteria. Distress was most prevalent in both samples (sample 1: 45%; sample 2: 20%).
In sample 1, other problems related to NSSI were next most common, followed by problems with other people, school, or work related to NSSI; in sample 2, problems with other people were next most common, followed by other problems and then difficulties with work or school. In total, 61% of sample 1 and 25% of sample 2 met threshold for criterion E.
For criterion F, NSSI in the context of psychosis, substance use, or other disorders was relatively rare. Only one participant in each sample reported always engaging in NSSI while using drugs or alcohol, and no participants in either sample reported always engaging in NSSI while experiencing psychosis. In sample 1, 32% of participants (n = 20) reported having received a mental health diagnosis; the most common diagnoses were depressive disorders (n = 10) and anxiety disorders (n = 8). In sample 2, 28% of participants (n = 23) reported receiving a psychiatric diagnosis; these were also primarily depressive disorders (n = 12) and anxiety disorders (n = 12).
Only one participant reported a possible exclusionary diagnosis (trichotillomania); because this person endorsed five other methods of NSSI in addition to hair pulling, he or she was coded as meeting threshold for this component of criterion F. In total, 98% of sample 1 and 99% of sample 2 met threshold for criterion F.
In total, criteria A through F were assessed in 49 participants in sample 1 and in 63 participants in sample 2; of those, 49% in sample 1 (n = 24) and 19% in sample 2 (n = 12) met all criteria for NSSID. Information regarding the criteria on which participants were excluded for NSSID diagnosis can be found in Figures 1 and 2. The ISAS includes assessment of 12 methods of NSSI, some of which (pinching, hair pulling, interference with wound healing) may be less likely to cause tissue damage, depending on the extent and severity of the injury involved. If these methods were removed from the total methods that could be counted towards criterion A, 0 participants in sample 1 (of 24) and 2 participants in sample 2 (of 12) would no longer meet NSSID criteria. Removing the 2 participants from the analyses for sample 2 did not change the pattern of results described below.
Internal Reliability of the NSSIDS
After each item was recoded to a binary variable (threshold met/threshold not met), the internal consistency of the scale was evaluated in each sample using Cronbach's alpha. In sample 1, the overall alpha was .76, which is in the range typically considered to demonstrate good internal consistency. After removing the two items for which there was no variance (criteria F2 and F3), Cronbach's alpha was .77. In sample 2, the overall alpha was .87, demonstrating excellent internal consistency. After removing the two items for which there was no variance (criteria F2 and F3), Cronbach's alpha was .88.
Construct Validity of the NSSIDS
We were interested in determining whether self-injurers who met NSSID criteria differed 
DISCUSSION
Extensive evidence demonstrates that NSSI occurs frequently, has great public health significance, and can be distinguished from other types of psychopathology, supporting the creation of a diagnostic category specific to NSSI (Shaffer & Jacobson, 2009) . Since the publication of proposed criteria for NSSID in the most recent edition of the DSM, clinicians and researchers have become interested in developing reliable and valid measures to assess this diagnosis. While multiple tools to assess NSSI behaviors already exist, limited research has focused specifically on measuring the criteria for NSSID, and what measures do exist have been validated in limited samples and do not include items meant to assess the full range of diagnostic criteria. In order to address this gap in the literature, we developed a brief, self-report measure keyed to the proposed criteria for NSSID, the NSSI Disorder Scale (NSSIDS), and validated the measure in two distinct samples of young adults.
Our results suggest that the NSSIDS is internally consistent and appropriately assesses the criteria proposed for NSSID in DSM 5. Additionally, we found that individuals with a history of self-injury who met NSSID criteria based on the NSSIDS exhibited more significant NSSI (on most metrics) and more anxiety and depressive symptoms than individuals with a history of self-injury who did not meet NSSID criteria. These results support the validity of the NSSID criteria and the use of the NSSIDS to assess those criteria in an adult, nonclinical population.
It is important to note that, because of the use of different recruitment strategies in each sample, the prevalence of specific NSSID criteria varied by sample. Given the broader recruitment strategy for sample 2, the prevalence of NSSID symptoms and NSSID disorder in sample 2 are likely closer to the "true" prevalence among undergraduates than the prevalence reported for sample 1. Future research should investigate how these prevalence rates might differ in other groups, such as patients receiving psychiatric care.
The NSSIDS has several strengths that support its utility in assessing NSSID. First, each item is keyed to a specific diagnostic criterion, providing clear and valuable data on how each of the proposed criteria behaves and relates to the overall construct of NSSID. In particular, it is worth noting that a substantial proportion of self-injurers in both samples who met threshold for criteria A through D (related to the frequency, methods, antecedents, and functions of NSSI) did not meet threshold for criterion E (distress or impairment), which has rarely been explicitly assessed in previous measures meant to capture NSSID criteria. Second, the measure can be appended to any existing assessment tool that asks about NSSI behaviors; while we used the ISAS in these analyses, other well-validated NSSI tools, such as the Deliberate Self-Harm Inventory (DSHI; Gratz, 2001) , the Functional Assessment of Self-Mutilation (FASM; Lloyd et al., 1997) , and the Ottawa SelfInjury Inventory (OSI; Martin et al., 2013) could also be used to assess for criterion D (use of methods other than nail biting or wound picking). This permits researchers and clinicians to ensure they include assessment of the methods of NSSI that most interest them, without being tied to a specific set of methods listed in the NSSIDS. Third, the NSSIDS was designed as a brief self-report measure, allowing for its inclusion in routine clinical practice or in research protocols where time and complexity of assessment tools are important concerns.
As with any novel measure, the NSSIDS has several limitations. First, while the measure performed well in two samples of undergraduate students, it is unclear whether it will demonstrate the same properties in a more severe, clinical sample of self-injurers; future research investigating its psychometric properties in such a population will be warranted. Second, the NSSIDS is not designed as a stand-alone measure of NSSI; as a result, researchers and clinicians interested in assessing for NSSI will need to include at least a brief measure of NSSI behaviors in their assessment battery in addition to the NSSIDS. Given that there is debate in the field about the behaviors most appropriately considered NSSI, and that the DSM 5 criteria are relatively broad in requiring that the behaviors be "of a sort likely to induce bleeding, bruising, or pain", researchers and clinicians should consider whether to broadly assess different kinds of self-injurious behaviors or whether to focus on those behaviors most likely to cause tissue damage or pain. Third, due to the relative infancy of the NSSID criteria (published in 2013) and the lack of existing measures to capture these criteria, we were unable to validate our self-report measure against a "gold standard" clinical interview to assess NSSID. Fourth, we chose to use self-report for our assessment of distress or impairment due to NSSI, which may not fully correspond to objective measures of distress or impairment due to individual differences in the level of insight regarding or ambivalence towards NSSI. As such, our reported levels of distress and impairment may be lower than what would be found using another type of assessment method, such as clinician report; however, this method is frequently used in the development of self-report measures of psychiatric diagnoses (see, for example, Spitzer et al., 1999) . Fifth, due to limitations with data collection, we were unable to assess the test-retest reliability or divergent validity of the NSSIDS; it will be worthwhile for future researchers to investigate whether these criteria remain stable over time or whether they change over the course of engagement in NSSI, as well as whether the NSSIDS is uncorrelated with measures that should not be strongly related to NSSI history (for example, intelligence).
While it is important to understand the limitations inherent in our measure, given the relative youth of the field devoted to assessment of NSSID, the NSSIDS is an important first step in understanding the phenomenology, correlates, and properties of NSSID in a non-clinical sample of young adults. The NSSIDS provides a valid, reliable, and user-friendly means for assessing NSSID, and is likely to be of use in both research and clinical settings when a brief, self-report assessment of NSSID is desired. Note: Sample sizes are lower for criteria C and E than for other criteria due to a data collection error that removed an anchor points for some participants for these items. 
